steady decline in cases referred to the skin department: 103 patients in 1975 and 69 in 1976. On the other hand, the number of notified cases remains remarkably constant (table IV) , and age groups and the predominance of females are similar to our survey figures. This is disappointing, but at least in theory the present epidemic should be ending and a decline in numbers is to be expected in the 1980s. 3 Hancock, B W, and Ward, A N, J3ournal of Investigative Dermatology, 1974, 63, 482. 4 Epstein, E, Archives of Dermatology, 1966, 93, 60. For group A, those booked for NHS hospital delivery were heavily biased with women falling into each of these high-risk categories (table IV) . The results were similar for women in groups B and C. Thus the women booked for NHS hospital delivery should, by these criteria, have had a substantially higher perinatal death rate than those booked elsewhere. Table V shows how, in general, the management of labour and delivery varied with place of booking. The only differences distinguishing women booked for an NHS hospital from others was that the former were less likely to have long second stages of labour and slightly more likely to have the infant delivered with the aid of forceps.
When analysed by time of death (table VI) , the excess death rate among the group booked for domiciliary or other care is found for both macerated and fresh stillborn babies and for those dying early and late in the neonatal period.
Discussion
Our study was designed specifically to look at the contrasts in perinatal and late neonatal death rates in three homogeneous groups of women. Obviously we have not been able to control for those factors that are not quantifiable but are characterised by the term "clinical instinct." Such women would be likely, however, to have hospital rather than domiciliary bookings. Certainly factors carrying high risks within each of the three groups, such as smoking and low social class, were more likely to result in hospital booking.
Marsh6 has shown that sustained interest and care by a general practitioner can result in remarkably low perinatal mortality. Probably, however, only the most dedicated GPs can afford the time and energy to emulate his standards. A recent study of a GP unit in Glasgow7 showed that the GP attended only 600, of deliveries, and the authors concluded that "when all the pressures of a general practice are considered, it is difficult for general practitioners to give the close supervision now essential in labour." Further analysis of their data8 showed that during 1969-74 the perinatal death rate for patients booked for consultant care fell considerably while it actually rose for those pregnancies booked for general practitioner care.
We cannot explain our finding of a considerably lower rate of stillbirth and neonatal death among women booked for hospital delivery in any way other than that the care these women received had a beneficial effect on the outcome of the pregnancy.
Unfortunately this analysis refers to a period when the practice of obstetrics was very different from today. Nevertheless, management of antenatal care, labour, and delivery in domiciliary delivery have probably changed little in the past 20 years. The reduction in the overall perinatal death rate is probably due to procedures such as ultrasound scanning and fetal monitoring in labour-which are available in a consultant unit, where neonatal paediatricians are also accessible to rapidly resuscitate the severely asphyxiated neonate. Finally, the overall stillbirth rate in England and Wales9 10 for the ten years 1965-74 ( figure) shows that although the stillbirth rate has fallen dramatically overall, that among home deliveries has not. Although these data cannot be analysed 7 , 6 Home deliveries x x 5 L**** V , rigorously, they support our basic interpretation of the datathat care and delivery in a NHS consultant unit carries least risk of death for the fetus.
